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7. End Stage Renal Disease 


The Department will pay free-standing End Stage Renal Disease 

(ESRD) providers the Medicare reimbursement rate for the services 

that they provide. 


Effective 11/01/04 
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Supersedes Approval Date wG . ' " "  Effective Date 11-01-04 
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8. 	 CaseManagementServices 

EPSDT 


Providers are reimbursed by a fee which is a percentage
of the 

provider's average cost, established by theDepartment. 


Effective 4-8-86 


9. 	 Case Management Services 

Community Care Organizations 


For case management services performed by Community Care 

Organizations, reimbursement will
be made through the per diem rate 

as established by the department. 


Certified providers will be reimbursed
upon submission ofan 

appropriate claimform, documenting recipient eligibility and 

services provided. This is true for all
other MA-certified 

providers. Payments made from TitleXIX funds forMA eligible 

clients will be appropriately matched with and local funds, and 

will not duplicate other federal
or state paymentsor match 

requirements. 


Effective 10-1-86 


9a. 	Case Management Services 

Target GroupN 


This rate applies to clients in Target Group
N where the child has 

been placed in substitute (out-of-home)care determinedto be 

ineligible for Title IV-E administrative costs. The Department's 

proposal requires no change in the definition
of the existing group 

and the benefits remain the
same. 


The rate methodology will employ the Random Moment
Time Study (RMTS) 

as a tool in developing the monthly rate per client. The billing 

process willbe established in such a mannertoasprevent the 

processing of duplicate billings for the same for the same 

service period. This willbe accomplished by installing edits 

between procedure codes in the MMIS system. The methodology also 

contains a provision for adjusting the to an actual cost basis
rate 

after completionof the Federal Fiscal Year. 


Effective 10-1-01 


TN #04-009 
Supersedes Approval Date .''~.' Effective Date07-01-04 
New 



